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Aromatherapy/Essential Oils: Scents make sense…
Mary Beth Heilman, MSN, RN
Magnet Program Director

St. Cloud hospital has implemented a new policy: Essential Oils, Aromatherapy and Clinical Use. Nursing staff have
received education in the use of essential oils and aromatherapy for patients.







Aromatherapy is the measured use of essential oils to improve health outcomes.
Essential oils are used to treat symptoms such as anxiety, nausea, insomnia, agitation, and more.
Aromatherapy is provided by nursing staff, without a physician order.
Aromatherapy may be used in conjunction with other pharmacologic and non-pharmacologic interventions.
Four essential oils are available: lavender, sweet orange, spearmint, and ginger.
Only direct inhalation (on a cotton ball) and topical application to the bottom of the foot are allowed. No diffusers will
be used.
 During the pilot period 93 patients received aromatherapy with no reported adverse effects, and patients with
documented reassessment reported they were “satisfied” with pain relief.
The goal is to provide safe and effective use of plant essential oils to increase patient comfort, relieve symptoms, and
facilitate healing. We are getting great feedback from patients! If you have any questions or would like more information
about the use of essential oils at St. Cloud Hospital, please contact Mary Beth Heilman, MSN, RN, Director Integrative
Therapies (extension 71756 or Marybeth.heilman@centracare.com), or Integrative Therapies Specialist, Kathi Sowada
RN, MSAOM, HN-BC, LAc. (sowadak@centracare.com, ex. 52550).

Upcoming Education & Professional Development
September 2015
9/10
Basic ECG; 8:00am-4:00pm; Orientation Classroom A/B, SCH
11/12
HTI Healing Touch Level 2; 8:30am-6:00pm; Windfeldt Room, CCH-Plaza
23/24
Basic ECG; 8:00am-4:00pm; Orientation Classroom A/B, SCH
23
Cardiac Advanced Life Support (CALS) Trauma Module; 5:00-9:00pm; Little/Big Birch Rooms, CCH-Melrose
24/25
Neonatal Resuscitation Program (NRP); 8:00am-12:00pm OR 1:00pm-5:00pm;
WCC Classroom – 3rd floor, SCH
29/30
PEDS Nurse Certification Prep Course; 7:30am-4:00pm; Windfeldt Room, CCH-Plaza

Clinical Ladder Status
Congratulations on your attainment and/or maintenance of:
Level IV:
Nicole Koenig, RN.......................................................... Surgery
Mallory Mondloch, RN ................................................ Surgical 1
Level III:
Naomi Abfalter, RN ......................................... Children’s Center
Juli Brackett, RN .......................................................... Medical 2
Krista Kuklok, RN .................................................. Neuroscience
Mary Jo Lemke, RN ............................................... Heart Center
Heidi Meyer, RN.................................................. Bone and Joint
Stacy Paulson, RN ................................... Post Anesthesia Care
Sharon Walesch, RN .......................................... Family Birthing
Amy Wenger, RN ........................................................ Surgical 2
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LPN Scope of Practice Changes: Effective July 1, 2015
Professional Practice Model Committee

Assessment

▪ An RN may delegate physical assessment to the LPN:
 The LPN may conduct a focused assessment including pain (and reassessment after
intervention)
 The RN may delegate a routine focused assessment (patient is stable, not expected to
demonstrate changes)
▪ The RN will conduct cephalo-caudal (head to toe) assessments
▪ The RN will complete the first patient assessment:
 Inpatient: (RN completes on admission to unit – includes transfers from another unit)
 Outpatient: (LPN may do full assessment with validation by RN)
 ETC: (LPN may do secondary assessments after triage as delegated)
▪ The LPN is responsible for comparing findings to previous findings
▪ The LPN is responsible to report any new, abnormal findings (compared to previous) to the RN
▪ An RN may delegate neuro VS to the LPN:
▪ An RN may delegate the FHAAS to the LPN:
 The RN will verify the information
▪ The LPN may validate prior to admission (PTA) medications and allergies

Planning Care

▪ The LPN may (and is encouraged to) participate/provide input into the development of the plan of
care
▪ The LPN will review the care plan and be knowledgeable of the expected outcomes of care
▪ The RN is responsible for the development of the plan of care

Providing Care

Implanted Ports: LPNs may administer IV volume and IVBP; will not heparin lock (no policy change)
Blood Draw (from a line): LPN who demonstrate IV therapy proficiency may draw blood from central
lines that do not require a Heparin flush of >1 ml (no implanted/dialysis ports) (LPNs in dialysis may
flush lines with >1 ml)
IV Push Medications: LPNs may administer 2nd dose IV push Pepcid and Protonix (currently
approved to give 2nd dose IV push: Anzemet, Compazine, Kytril, Phenergan, Reglan, Toradol,
Zofran)
Blood Transfusion: LPNs may observe the patient during the first 15 mins blood is administered,
update the RN, increase rate as directed by RN, change over to saline after blood infused,
disconnect after infusion, notify RN
Insulin (sq double check): For sq insulin, an independent double check may be made LPN-LPN
IV Insulin/Heparin Independent Double Check: LPN may double check IV insulin/heparin with RN
Wound Dressing Changes: Any dressing change may be done as delegated (RN may need to
observe condition of wound)
Drains: LPNs may remove drains: pigtail, penrose, constavac/hemovac, JP, sump - Note: Radiology
placed pigtails require a specific procedure which not all RNs may know; only if the RN and LPN
both know the correct procedure may this be delegated.
Staple removal (no policy): LPNs may remove staples and apply steri strips as appropriate

Evaluation

▪ LPNs will document event notes. If LPN present when an event occurs, the LPN is expected to
document to their observation.
▪ RNs will document Status and Care Plan notes (RN role to evaluate)

Delegation and
Assignment

▪ When LPNs float, they will function within their licensure under the delegation of the RN as an
LPN
▪ LPNs may activate an item from a protocol for those functions an LPN may perform, e.g. flushes,
saline carriers, heparin flushes, Senekot
▪ RNs may initiate protocols, LPNs may not initiate a protocol
▪ LPNs may take TORB/VORB orders (policy change needed)
 If the provider needs to be called related to a change in the patient status that warrants
discussion with the provider, the RN will make the call and take new orders.
 The LPN may accept TORB/VORB when delegated by an RN and place the order in the EMR.
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LPN Scope of Practice Changes (cont’d)
Supervision and
Monitoring

▪ The RN is assigned to the patient
▪ LPNs and PCAs assist the RN in the care of the patient as delegated
▪ LPNs are not independently assigned patients on IP units
Handoff
▪ Change of Shift
 RN to RN
 Oncoming LPN during shift (same RN) may be LPN to LPN with RN follow up
▪ Higher level of care (Med/Surg to PCUs, PCUs to ICU)
 RN to RN
▪ Transfer to lower level of care
 RN to RN
▪ Procedure/ETC related
 RN to RN preferred
 If RN unavailable may be RN to LPN (PACU, ETC) or LPN to RN/LPN (OPS, Endo)

Accountability

No change

Education

▪ LPN may perform patient education; RN determines education needs and evaluates barriers and
effectiveness of teaching
▪ Patient education is provided by all health care professionals involved in the plan of care. Patient
Education Policy

Collaboration and
Communication

▪ Collaborating and communicating with other health care providers are also key LPN roles.

Policy
Development

▪ LPN representatives are now on the Clinical Patient Care Committee (one
Outpatient and one Inpatient)
▪ Departments should have LPNs on Unit based Nurse Practice Committees

Advocacy

LPNs play a key role in advocating for the best interests of individual patients; as well as promoting
a safe and therapeutic environment.

Appreciation

LPNs are appreciated for the very valuable role they bring to patient care and the healthcare team!

Principles of Cultural Competence
Sponsored by the Cultural Competence and Communication Committee
The following is from a series of articles to raise awareness and knowledge of cultural competence. Although it is taken from a nursing
reference, it has meaning for any healthcare giver.

PART 8 OF 10: Standards For Cultural Competence
Numerous health care organizations and associations actively support improving cultural competence among health
professionals. The Joint Commission, the National Committee for Quality Assurance (NCQA), and the Utilization Review
Accreditation Committee (URAC) are among the major organizations endorsing cultural competency training.
In addition, the American Nurses Association (ANA) issued a position statement on cultural diversity in nursing practice:
"Nurses need to understand how cultural groups understand life processes, how cultural groups define health and
illness, what cultural groups do to maintain wellness, what cultural groups believe to be the cause of illness, how healers
cure and care for members of cultural groups, and how the cultural background of nurses influences the way in which
care is delivered" (American Nurses Association, 1991).
OMH issued the National Standards for Culturally and Linguistically Appropriate Services (CLAS) in Health Care in
December 2000 as a means to correct the existing inequities in health services. The Standards were developed through
a rigorous research and review process that drew upon the input of hundreds of national experts and stakeholders. The
CLAS Standards provide consistent and comprehensive guidance to health care organizations and providers to ensure
cultural and linguistic competence in health care.
Taken from: Culturally Competent Nursing Care: A Cornerstone of Caring. (2013). Office of Minority Health. U.S.
Department of Health & Human Services..
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Inpatient Code Stroke
It has been one year since we made changes to our inpatient code stroke process. While it was not a significant change
in process, the change has been positive in getting you the resources you need when your patient has new stroke like
symptoms. A committee reviews the code strokes and monitors for any areas in need of improvement quarterly. On
average we have about 13 inpatient code strokes per quarter with an average of about 50% being confirmed strokes
once the workup is complete. It is not always easy to determine what may be the cause for the change in your patient’s
condition as there are many stroke mimics; the important thing is to recognize the change, get help and notify the
providers to quickly work-up and rule out stroke. As with any process, there is always room for improvement. When
reviewing inpatient code stroke records the committee found the following common trends that can delay potential
treatment:
 Code Stroke not activated for acute focal symptoms.
 Should be activated if the patient has a positive FAST screen, normal glucose, and symptom onset within the
past 6 hours
 Activating a Code Stroke alerts CT, lab and the ART team
 CT and lab can prepare for the patient
 ART team is a resource for the nurse and can assist in assessing the patient and implementing protocols per the
ART policy.
 Inpatient Code Stroke Order set is not being used.
 The provider needs to initiate the use of this order
 Please encourage provider to use the order set versus ordering items individually as that takes longer. TIME is
BRAIN
 The orders within the order set are best practice for working a patient up for acute stroke symptoms per ASA
recommendations
 CT and Lab will receive the order “per protocol” which prioritizes the patient before all other orders
 Delay in getting the patient to CT.
 Once CT receives page and orders they are ready for the patient
 Do not delay the CT for further assessments, labs, EKG
 CT is highest priority at this time
 Documentation of when the EKG results are given to provider.
 The time the EKG results are handed off to the provider should be documented on the ART record.
 There is a line right below the EKG reported; time_______
Thank you for all you do in providing excellent quality care to our patients! If you have any questions, please feel free to
contact Melissa Freese, BSN, RN, CNRN at extension 55772.

